towards the glottis. The surface was smnooth and sparselv covered with fine vessels. On touching it with a probe it seemed semi-solid. It had a yellowish appearance and not the bluish translucent look of a cyst.
Under a general anesthetic the growth was removed by the "suspension " method by means of an ordinary Krause's snare passed along a Hill's slotted laryngoscope. The patient did well.
On exanlining the larynx two days after the operation the point of origin of the growth could be seen as an irregular, yellowi-sh, raw surface, as if the growth had not been completely removed; but healing gradually took place and three months after the operation the larynx looked-normal. The growth itself was about the size of a pigeon's egg, and seemed to be composed of fatty tissue. The covering mucous membrane was only loosely attached to the underlying tissue from which it rapidly retracted. (Decembber 7, 1917.) Multiple Papillomata of Larynx removed by Operation (Suspension Method) after Tracheotomy; Death Five Weeks later from Acute Membranous Tracheitis and Bronchitis.
By HUNTEiR TOD, F.R.C.S.
Boy, aged 4, admitted to London Hospital on September 7, 1917, suffering from attacks of dyspncea and stridor, especially when asleep. Symptoms were stated to have dated from birth, but got worse for the two weeks previous to admission to hospital. The vocal cords could not be seen on examination with the laryngoscope owing to an overhanging epiglottis. The child was not hoarse, but would only speak in a whisper. On September 12 the child was given a general ancesthetic, but before complete ansesthesia was obtained marked signs of laryngeal obstruction occurred rendering it necessary to perform tracheotomy at once as the child was in extremis. After the ,skin incision was made the trachea was incised straight away; to dothis the thyroid isthmus, which seemed to be very large, had to be cut through. After the' insertion of a tracheotomv tube the breathing soon became normal again. The larvnx was examined'by the direct suspension method and multiple papillomata were found to fill up the larynx. They grew from the right vocal cord and just above it. They were completely removed, a clear view of both cords afterwards being obtained.
At first the result of the operation seemed most successful and after the third day there was free breathing through the mouth when the tracheotomy tube was plugged. The tracheotomy wound was small and healed well.
Three weeks after the operation there was some redness round the wound and some mucus began to be coughed up from the trachea. This was accompanied by an evening rise of temperature from 100°to 101°F. for two or three days. The red area round the wound slowly increased with induration of the subcutaneous tissues. For the next two weeks the mucous secretion increased in quantity, especially after severe attacks of coughing. These attacks became worse and were associated with extreme dyspnoea, and finally, in addition to the mucus secreted, there was occasionally a considerable amount of blood.
As it was obvious that the child was getting steadily worse, I decided on October 17 to make a further examination. To relieve spasm a small quantity of 1 per cent. cocaine with 1 in 8,000 adrenalin solution was made to trickle into the trachea along the tracheotomy tube. A very small quantity of chloroform was administered. On removing the tracheotomy tube the opening was found to be lined with thick gelatinous looking membrane about * in. thick. On inserting a small bronchoscope this membrane could be seen flapping in the trachea during the act of respiration and extended down in irregular masses as far as the bifurcation of the trachea. I removed a considerable quantity of this membrane which lined the opening and upper part of the trachea.
During the examination the child had an extremely severe spasm of dyspncea and death seemed imminent. Oxygen was administered and a few drops of the cocaine and adrenalin solution were again applied. It was obviously useless to do anything further in the way of surgical interference, but I advised that if further attacks of dyspncea occurred a soft rubber catheter should be passed into the trachea a few inches beyond the tracheotomy tube. This certainly relieved one or two of the subsequent attacks of dyspncea, but eventually the child died on October 19 in extreme distress.
The clinical picture was very similar to that seen in a patient suffering from an intrathoracic growth situated at the bifurcation of the trachea, and causing death by obstruction of the bronchial tubes.
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Report of Autopsy (Dr. H. M. Turnbull, London Hospital).-Specimen shown. "Patches of thin, granular membrane in upper compartment of larynx. Gelatinous, somewhat tough, yellowish grey membrane (03 cm. thick) lining the lower compartment of the larynx and the walls of the tracheotomy openinig in the first, second, and third tracheal rings, and almost completely filling the trachea, the left bronchus and the bifurcation of the left bronchus into the bronchi to left and lower lobes. Right bronchus free. Purulent bronchitis and a few areas of collapse in portions of both lungs." Films Jrom Larynx (prepared at time of autopsy).-" The films were stained: (1) with Gram and neutral red, and (2) by Neisser's method. There were numerous Gram-positive streptococci, in chains up to twelve cocci. There were a few staphylococcal groups of Gram-positive cocci. There were still fewer Gram-positive bacilli. These were slightly curved rods measuring 3 to 8 ,u by 1 u; they exhibited none of the morphological characteristics of diphtheria bacilli."
Microscopical Sections of growth removed from larynx confirm the diagnosis of papilloma of larynx (specimen shown).
DISCUSSION.
Dr. D. R. PATERSON: With regard to Mr. Hunter Tod's second case, I had a case where membranous exudation occurred a few days after operation in similar circumstances, and the child died. Another child had membranous exudation some time after the operation, and we had difficulty in getting it free: the child was ill for a long time, and an autogenous vaccine had a good result. Ultimately the child was operated upon three times, and the tube was left out as the condition subsided. In neither case was there diphtheria infection.
Mr. E. D. D. DAVIS: I have had an epidemic of cases of papillomata, and have curetted four cases, but they all recurred. In three cases the papillomata disappeared when the children reached 10 years of age. With regard to the membrane of obscure origin, it is curious, after enucleating tonsils, how a thick white slough collects on the surface of the cavity. Can this case be of a similar nature? I had one case of enucleation of tonsils in which the inaccurate diagnosis of diphtheria was made, and the patient was sent to a fever hospital.
Mr. HUNTER TOD (in reply): The point about my second case has been rather missed. Mr. Davis compares the condition to that of the membranous slough seen after enucleation of the tonsils; that is common knowledge. This case is almost unique. The operation was successful and, as you will have noticed, there are no papillomata in the specimen. They were removed by the operation. As the child was well and was running about the ward for three weeks the infection of the wound cannot be considered the result of the operation. The reason for postponing a further examination under a general anesthetic was owing to the symptoms of lung infection. It was only because the spasms increased with attacks of haBmorrhage that one felt that something more must be done. At the second examination a thick gelatinous membrane was peeled off, and although a culture was not taken at the time, this was done at the aut6psy, when streptococci, but no Klebs-Loeffler bacilli, were found. A BOY, aged 9, was taken ill suddenly on December 6, 1916, with vomiting, pain on the left side of the chest, and cough, which soon subsided. He was ill in bed for weeks, and then went away for five weeks.
In August, 1917, he was admitted into hospital. Dr. Perkins found that the right lung extended to the left parasternal line and that there were physical signs of supplemental breath sounds, with no crepitations; the left side was flat and contracted, the lung collapsed, and the stomach elevated. Von Pirquet's test was negative. He complained of pain in the left basal region; there was cough and expectoration; the leucocytes were 9,000. X-ray examination on the left side showed general diffuse opacity, obscuring the heart and diaphragm, the. latter being made out with difficulty and appearing to be raised (stomach translucency was higher than norm-al); the heart was withdrawn to the left; there was no evidence of effusion bu-t of general pleural thickening.
Another examination by Dr. Melville on October 1, showed at the level of the left bronchus a shadow of characteristic shape suggesting the appearance of a collar stud at the spot where an indistinct shadow had been previously noted.
On October 17 I endeavoured, with suspension laryngoscopy, to introduce a tube through the larynx but found that a large tube would not pass. I therefore performed a high tracheotomy and painted the trachea down to the bronchi with 20 per cent. cocaine, and then
